Maternal mental illness is a major public health issue and can adversely affect the whole family. Increasingly, research and policy are recognizing the benefits of a family-focused approach to practice, an approach that emphasizes the family as the unit of care. This review was conducted with the aim of systematically analyzing the qualitative literature surrounding health visitors' family-focused practice with mothers who have mental illness and/or substance misuse. Through the synthesis, we developed three main findings: (a) parents' needs regarding health visitors' family-focused practice, (b) the ambiguity of mental illness in health visiting, and (c) the challenges of family-focused practice in health visiting. Above all, health visitors, families, and mothers with mental illness experience many challenges in familyfocused practice, even though it is both desirable and beneficial. This calls for a deeper understanding of how family-focused practice can be effectively practiced in health visiting. 
Keywords family-focused practice, health visiting, mental illness, public health nursing, family nursing, systematic review Maternal mental illness is a major public health issue (Bauer et al., 2014; Hogg, 2013; World Health Organization, 2015) . Worldwide, about 10% of pregnant women and 13% of women who have just given birth experience mental ill health, primarily depression (O'Hara & Swain, 1996) . In the United Kingdom, it is estimated that 10% of mothers have a mental illness at any given time (Bauer et al., 2014) . In addition, the National Society for the Protection of Cruelty to Children's (NSPCC) "All Babies Count" reported that, in England, approximately 122,000 babies under 1 year are living with a parent who has a mental illness (Hogg, 2013) .
While parenthood is an important life role, parental responsibilities may affect a mother's mental health and recovery (Acri & Hoagwood, 2015; Foster et al., 2016) . Maternal mental illness may also adversely affect children's cognitive, emotional, social, physical, and behavioral development in both the short and long term (Beardslee, Solantaus, Morgan, Gladstone, & Kowalenko, 2013; Bee et al., 2014; Goodman & Gotlib, 1999) . A total of 25% to 50% of children who have a parent with a mental illness will experience some psychological disorder during childhood or adolescence, and 10% to 14% of these children will be diagnosed with a psychotic disorder at some point in their lives (Beardslee et al., 2013; van Doesum & Hosman, 2009) . Research also suggests that the adverse impacts are not limited to children (Baronet, 1999; Idstad, Ask, & Tambs, 2010; Iseselo, Kajula, & Yahya-Malima, 2016; Ohaeri, 2003) . The burden of care on partners and other adult family members has become increasingly recognized in research. This can place families and partners at increasing risk of psychological, emotional, social, physical, and financial problems (Baronet, 1999; Idstad et al., 2010; Iseselo et al., 2016; Ohaeri, 2003) . On this basis, families of mothers who have mental illness are recognized as a target group for early intervention (Diggins, 2011; Reupert et al., 2012) .
Due to the impact mental illness can have on the whole family, effective interventions must consider the needs of all family members through a whole family approach (Diggins, 2011; Foster et al., 2016; International Family Nursing Association [IFNA], 2015 . Family-focused practice (FFP) improves outcomes for mothers and reduces the burden of care for families while providing a preventive and supportive function for children Siegenthaler, Munder, & Egger, 2012) . This approach emphasizes the family as the unit of care Wright & Leahey, 2013 . FFP is defined in this study as an umbrella term encompassing a continuum of family-focused care activities (see Table 1 ). The term family-focused practice is used interchangeably with "whole family," "family-oriented," "family-sensitive," and "family-centered" (Cummings, 2002; Foster et al., 2012; Ward, Reupert, McCormick, Waller, & Kidd, 2017) .
Public health is at the core of health visiting in the United Kingdom (National Institute for Clinical Excellence, 2014) . Health visitors are registered nurses or midwives who have additional training in community public health nursing. Health visiting, a role that has been characterized by the practitioner-parent relationship (Cowley et al., 2015) , makes significant contributions to the health and well-being of families. Although the term health visitor is mainly used in the United Kingdom, Denmark, and Norway, there are similar professions internationally, such as child health nurse in Sweden; public health nurse in the United States, Canada, Ireland, and Finland; and child and family health nurse in Australia. Although some countries may take different policy approaches, all professions work in the context of public Engage mothers about the impact of their mental illness on their children; Directly support the mother to parent; Support the mother-infant relationship; Support the child via the parent, such as interventions that are solely mother focused; Provide psychoeducation to the mother; Provide information to the partner, to support the mother.
Note. FFP = family-focused practice. a Family and family members in the context of these activities is defined broadly; it may refer to mothers, fathers, partners, their dependent children (18 or under), and other adult family members.
health, focusing particularly on early life (Cowley et al., 2013) . The front line position of health visitors in health care provision during the postnatal period lends itself to their critical role in identification and early intervention for the improvement of parental and child mental health (Cummings & Whittaker, 2016; Health Education England, 2016; Jenkins, 2015; Speier, 2015) .
The terms mental health and mental illness are both commonly used throughout the literature. Although the two terms are used interchangeably, mental health refers to an overall state of mental well-being, whereas mental illness refers to a recognized and diagnosable disorder that may present as a "disturbance in an individual's cognition, emotion regulation, or behavior that reflects a dysfunction in the psychological, biological, or developmental processes underlying mental functioning" (American Psychiatric Association, 2013, p. 40) . This difference implies there are distinctive needs of both the individual and their family inherent to mental illness (Morris & Stuart, 2002; Nicholson, Biebel, Hinden, Henry, & Stier, 2001 ). This article is concerned with health visitors' FFP with mothers with mental illness and hence refers to the term mental illness throughout; however, this is done with consideration of the interchangeability of the two terms in the literature. Moreover, while we are interested in mothers who have both mental illness and substance misuse, for the purpose of this article, we consider mental illness to include substance misuse (National Institute on Drug Abuse, 2011).
The majority of research to date has explored FFP in mental health services Wong, Wan, & Ng, 2016) , addictions (Copello, Templeton, Krishnan, Orford, & Velleman, 2000; Hampson, 2012) , and social services (Hughes, 2010; Social Exclusion Task Force, 2007) , with little attention given to health visitors' FFP with mothers who have mental illness and their families. Based on this background, the purpose of this review was to synthesize and appraise qualitative studies exploring health visitors' FFP with mothers who have mental illness and their families. That is to say that our primary focus of the review was FFP with maternal mental illness, and not child, adolescent, or paternal mental illness. Therefore, the following research question guided the systematic review: What are the experiences of health visitors, mothers who have mental illness, and their family members, in relation to health visitor's FFP?
Method

Electronic Sources and Search Strategy
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines were used for the conduct and reporting of this systematic review (Moher, Liberati, Tetzlaff, Altman, & The Prisma Group, 2009 ).
Five databases, CINAHL, Medline, PubMed, Web of Science, and Maternity & Infant Care, were systematically searched between October and November 2016, using a predetermined search strategy. Databases were chosen based on their access to a wide range of international articles in the relevant disciplines. Preliminary searches were conducted, which involved identifying literature relevant to the review question and extracting commonly used search terms. The terms that were included fell under three categories: mental illness, family-focused practice, and health visiting. A wide range of alternative health visiting terms were included to capture all the relevant international literature. A full list of search terms can be found in Appendix 1 (see supplementary data).
The databases returned a total of 3,677 possible titles, which after removal of duplicates left 3,537. Titles (n = 3,537) and abstracts (n = 393) were screened independently by two authors based on inclusion and exclusion criteria. Where there was uncertainty regarding the eligibility of a particular title or abstract, the record was retained for full-text screening (n = 120). Following review of the full-texts, 13 qualitative and two mixed methods studies were identified. A PRISMA flow chart of this process can be found in Figure 1 .
Eligibility Criteria
Criteria for inclusion in this review consisted of peer-reviewed empirical studies that were family focused, and observed FFP, or discussed experiences of FFP in relation to maternal mental illness and substance misuse, from the perspectives of either health visitors, mothers, or family members. We screened the family-focused literature to extract a continuum of familyfocused activities, relevant to health visiting. These were used to initially determine whether a paper was family focused, and later used to rate the included studies (see Table 1 ). The activities were agreed by the three reviewers. Studies that focused on mothers solely with substance misuse without the coexistence of a mental illness were included. As no resources were available for translation, only papers published in English were accepted for review.
Exclusion criteria included review articles, editorials, commentaries, and quantitative studies. Given the focus was on FFP with families affected by maternal mental illness, studies that solely focused on child, adolescent, or paternal mental illness were excluded. Studies that employed home-based practice not delivered by health visitors were excluded, along with studies that focused on community psychiatric nurses (specialist mental health nurses) or paraprofessionals (e.g., peer support home visiting or those connected to religious organizations). We defined health visiting to mean "a workforce of specialist community public health nurses who provide expert advice, support, and interventions to families with children" (NHS Enlgand, 2014, p. 5) . While acknowledging the range of international terms used to describe the public health nursing profession, for clarity, this review refers to the term health visitor throughout this article.
Data Extraction
Data extraction was performed on all eligible studies, independently by three reviewers using a standardized data extraction template. Disagreements were 
Quality Appraisal
Quality appraisal was conducted on all included studies to assess rigor. Methodological quality was rated independently by the three reviewers. Where disputes arose, we attempted to resolve these by consensus. The "quality appraisal checklist-qualitative studies" (National Institute for Health and Care Excellence, 2012) was employed. This checklist consisted of 14 criteria that related to methodological quality. Each item was rated "yes," "no," or "unclear." A total score was calculated by summing the "yes" items, giving each study a score between zero and 14. Studies scoring 8 or above out of a possible 14 were considered as having good methodological quality. Those scoring below this threshold were considered as having poor methodological quality.
In addition, studies were rated against key family-focused activities. A total of 13 activities were identified from the FFP literature; these were then ranked as high, medium, and low practice through consultations and reference to previous FFP continuums (Maybery et al., 2015) . High ranking family-focused activities, such as assessment of family functioning as a whole, were given a score of 5 each. Medium activities, such as support for partner and family members to help meet their own needs, were given a score of 3 each. And finally, low activities, such as supporting the mother-infant relationship, were given a score of 1 each. A total score for each study was calculated by summing the activities met, with a potential maximum score of 39, and potential minimum score of 1. Full details of individual studies' FFP rating are detailed in Appendix 2 (see supplementary data).
Data Synthesis
A narrative synthesis was conducted on all included studies (Popay et al., 2006) . Narrative synthesis refers to "an approach to the systematic review and synthesis of findings from multiple sources and relies primarily on the use of words and text to summarize and explain the findings of the synthesis" (Popay et al., 2006, p. 5) . Following the guidelines of Popay and colleagues (2006) , analysis of included studies consisted of, first, extracting descriptive characteristics to produce a textual summary of results, as described in the data extraction phase. Second, each study was read and reviewed in-depth, which enabled the exploration of relationships both within and between the studies. Finally, these relationships were compared and contrasted across the studies to identify themes relevant to FFP. Once the themes were identified, they were reviewed independently by a second reviewer. The findings of the synthesis were then presented in a way that "tells the story" of the findings from included studies, as suggested by Popay and colleagues (2006) .
Results
Overview of Included Studies
Twelve qualitative and three mixed methods studies published between 2005 and 2016 were included in the review. Seven studies were conducted in the United Kingdom, four in Australia, two in the United States, one in Finland, and one in Sweden. The combined total of participants across the 15 studies amounted to 571 individuals. Sample sizes ranged from one (Fletcher, 2009) to 168 (Orford, Templeton, Patel, Velleman, & Copello, 2007) . A breakdown of individual sample sizes and countries of origin are detailed in Table 2 . The majority of participants in the studies were professionals: Seven studies included health visitors, five included health visitors and other professionals, and two included health visitors and mothers. One study exclusively included fathers. Six of the studies reported generally on mental illness during the postpartum period, six studies reported specifically on postnatal depression (PND), and three studies reported on substance misuse.
Quality Assessment
The overall average quality of included studies was nine, with scores ranging from 2 to 12. Individual quality appraisal scores are detailed in Table 2 . The majority of studies included a clearly stated research question, evident in 14 of the studies. Failure to clearly detail the role of the researcher, study limitations, and inadequate information on the data collection and analysis process were the most frequently observed methodological flaws.
Synthesis of Findings
Through the narrative synthesis, we developed three main themes: (a) parents' needs regarding health visitors' FFP, (b) the ambiguity of mental illness in health visiting, and (c) challenges of FFP in health visiting. These were developed by extracting and synthesizing the findings from each individual study. The findings were then categorized into themes. Each theme is discussed below. Note. FFP = family-focused practice; PHN = public health nurse; GP = general practitioner; PND = postnatal depression; CHN = Child Health Nurse; CFHN = Child and Family Health Nurses; CFH = Child and Family Health.
Table 2. (continued)
Parents' needs regarding health visitors' FFP. Predominantly, parents expressed the desire for services that were flexible (McIntosh & Shute, 2007; Psaila, Fowler, Kruske, & Schmied, 2014; Rollans, Schmied, Kemp, & Meade, 2013; Tammentie, Paavilainen, Åstedt-Kurki, & Tarkka, 2013) , reliable (Borglin, Hentzel, & Bohman, 2015) , and family focused (Chew-Graham, Sharp, Chamberlain, Folkes, & Turner, 2009; Fletcher, 2009; McIntosh & Shute, 2007; Tammentie et al., 2013) . Practice that elicits these qualities encourages the building of a trusting relationship (McIntosh & Shute, 2007) , disclosure of mental ill health (Tammentie et al., 2013) , and engagement in services (McIntosh & Shute, 2007) . However, these qualities are underpinned by the power of the relationship between family and the health visitor (Chew-Graham et al., 2008; McIntosh & Shute, 2007; Rollans et al., 2013; Zeanah, Larrieu, Boris, & Nagle, 2006) . While this strong connection may result in mutual benefits (Chew-Graham et al., 2008; Rollans et al., 2013) , the intense connection, particularly in emotionally challenging situations, could also potentially lead to issues with maintaining boundaries, which may lead to health visitors feeling overwhelmed, depleted, and burnt out (Zeanah et al., 2006) . While studies (eight out of 15) reported the needs of parents, only two of those included mothers (Chew-Graham et al., 2009; McIntosh & Shute, 2007) , and only one included fathers (Fletcher, 2009) , with the remainder exclusively focusing on professionals. While none of the studies provided accounts from both mothers and fathers, some still claimed to report the views of parents. For example, McIntosh and Shute (2007) aimed to explore how the process of health visiting resulted in parents' perceptions of being supported, through semistructured interviews with health visitors and mothers. Although the authors acknowledged that they were primarily interested in health visitors' practice with mothers and their infants, the absence of fathers in their sample reduces the confidence to which their results provide an accurate account of parents' perspective of support. In addition, five of the studies reported the needs of parents from the health visitors' perspective. For example, Tammentie et al. (2013) found that flexibility in appointments helps mothers and families when they are not doing well. However, this finding would have been strengthened if the firsthand accounts of parents were also incorporated, in addition to the health visitors' account.
The ambiguity of mental illness in health visiting. There are many difficulties associated in the screening and identification of PND (Belle & Willis, 2014; Borglin et al., 2015; Chew-Graham et al., 2009; Rollans et al., 2013; Tammentie et al., 2013; Zeanah et al., 2006 ). There appears to be ambivalence in the use of the term postnatal depression, with difficulties in distinguishing between normal postpregnancy blues and PND (Chew-Graham et al., 2008; Chew-Graham et al., 2009 ). This creates complexity for diagnosis, as PND is not seen as a separate mental illness (Chew-Graham et al., 2008; Chew-Graham et al., 2009) . For some, a contributing factor to this complexity is health visitors' alternative understanding of PND, which is distinct from the dominant medical understanding: distinguished by the use of medication for treatment, offering a platform for a more holistic approach to practice (Belle & Willis, 2014) . However, this alternative understanding may be beneficial for the recognition of women who do not have diagnosable PND (Zeanah et al., 2006) , as it is not restricted by medical definitions (Belle & Willis, 2014) . These challenges further add to the difficulties in the management of PND (Chew-Graham et al., 2008; Fletcher, 2009; Whittaker et al., 2016; Zeanah et al., 2006) . Reorganization and changes to the health visiting role are thought to contribute to the lack of clarity around roles and responsibilities for the management of PND (Chew-Graham et al., 2008) .
One of the most prominent issues facing health visiting was the current strain on resources (Chew-Graham et al., 2008; LeCroy & Whitaker, 2005; Orford et al., 2007; Whittaker et al., 2016) , with a lack of resources for referral and limited numbers of health visitors. Consequently, lack of services for referral have heavily influenced health visiting, including deterring health visitors from identifying PND, as health visitors believe they do not have support to offer mothers with this condition (Chew-Graham et al., 2008) .
Challenges of FFP in health visiting.
Although there may be certain difficulties in engaging in work with family members, there is no denial of its importance (Drennan & Joseph, 2005; Fletcher, 2009; Moy, Bayliss, & Firth, 2007; Orford et al., 2007; Tammentie et al., 2013; Whittaker et al., 2016; Zeanah et al., 2006) . Engaging with the family as a whole is at the very core of FFP (Foster et al., 2016; Maybery et al., 2015; Ward et al., 2017) . Effective FFP, entails health visitors taking a holistic approach to families, a flexible approach to practice, and drawing on family strengths (Tammentie et al., 2013) .
While the importance of FFP is recognized among practitioners, effective implementation is not without its challenges (Moy et al., 2007; Whittaker et al., 2016; Zeanah et al., 2006) . Fear of blame, and of child protection cases going "wrong," has led to risk adverse management, defensive practice, and services driven by child protection agendas rather than family support needs . There is added complexity when mothers with mental illness are also affected by family risk factors, such as domestic violence, lack of family and social support, financial difficulties, or unstable accommodation (Zeanah et al., 2006) . Health visitors may also be faced with ethical dilemmas when the rights of the child conflict with the rights of the parent (Moy et al., 2007) , in which case the health visitor must address and prioritize multiple and sometimes conflicting needs. Fleck-Henderson (2000) suggests that when the mother and child are both at risk, professionals need to "see double" (Fleck-Henderson, 2000, p. 333) and consider needs of both parties and draw on knowledge and values of both a child protection and women's advocacy perspective. These challenges are further compounded by health visitors feeling ill equipped to deal with the complex issues of mental illness and substance misuse (Moy et al., 2007; Orford et al., 2007; Zeanah et al., 2006) . To promote FFP, further specialist mental illness training is needed (Drennan & Joseph, 2005; Moy et al., 2007; Orford et al., 2007; Tammentie et al., 2013; Zeanah et al., 2006) .
Challenges of whole family care working in health visiting is further compounded by the lack of a clear definition of FFP and inconsistent application of the term. For example, Moy et al. (2007) explored the challenges identified by health professionals working with families who misuse drugs in relation to family parenting responsibilities, referring to the term family-focused support. While they provide justification of the importance of working with the whole family, and clear aims and objectives of the study, they provide no definition of the term family-focused support. The absence of a definition limits the conceptualization of the term for further research.
Discussion
This article has presented the findings of a qualitative systematic review of the literature on health visitors' FFP with mothers who have mental illness and their families. Through our review, three main themes were developed: parents' needs and health visiting, the ambiguity of mental illness in health visiting, and the challenges of FFP in health visiting. Further exploration of the themes identified problematic areas for consideration. Namely, the limited views of service users, a lack of distinction between mental health and mental illness, and a lack of continuity in how FFP is defined, each of which will be looked at in turn.
One of the main findings to be highlighted in the review was the desire for services that were flexible (McIntosh & Shute, 2007; Psaila et al., 2014; Rollans et al., 2013; Tammentie et al., 2013) , reliable (Borglin et al., 2015) , and family focused (Chew-Graham et al., 2009; Fletcher, 2009; McIntosh & Shute, 2007; Tammentie et al., 2013) . Although this theme considered parents' needs, further exploration highlighted the limited views of service users, with those providing parents' perspectives, mainly doing so from the single account of mothers. This approach could be considered inadvisable due to the loss of important individual characteristics. A family systems perspective posits that families are complex units composed of individuals with different experiences and needs (Marks, Lam, & McHale, 2009) . Therefore, it is helpful to identify a series of stakeholders who may have differing perspectives of the family unit (Rose, Thornicroft, & Slade, 2006) , each reality making complete sense to the participant who sees it (Chen & Wong, 2007) . This approach can be used to highlight multiple and possibly heterogeneous viewpoints, and representations and roles (Chen & Wong, 2007) , that may be partial, limited, and perhaps distorted when a single, combined perspective is adopted (Wilber, 2001) .
Mental illness is without doubt a sensitive topic to discuss during research (Morris & Stuart, 2002; Woodall, Morgan, Sloan, & Howard, 2010) and an issue that affects family members in different ways. This brings to light the appropriateness of reporting the views of parents on the basis of data collected solely from mothers. In addition, in the exploration of health visitors' FFP, consideration must be given to the varying degrees to which mothers and fathers may be supported. While there have been attempts to improve health visitors' engagement with fathers, it is widely acknowledged that health visitors primarily work with mothers (Bateson, Darwin, Galdas, & Rosan, 2017; Cowley et al., 2013; Humphries & Nolan, 2015) , and thus their experiences of practice will vary. In addition, individual characteristics may be lost when a parents' perspective is reported through the professionals' perspective. For example, the firsthand experiences of service users may become diluted if captured through a secondary source (e.g., health visitors; Beresford, 2013; Mjøsund et al., 2016) . That is not to say that the health visitors' perspective is not of value. However, what may be more advisable is to use a multiperspective approach to research (Mjøsund et al., 2016) .
A further finding was that the majority of the studies (12 out of 15) focused on general maternal mental health or PND, while few explored diagnosed mental illnesses (e.g., postpartum psychosis, bipolar, posttraumatic stress disorder [PTSD] ) during the postnatal period or those that predated pregnancy, including enduring mental illness. It is acknowledged that is it not within the role of the health visitor to diagnosis mental illness; however, their role will ultimately vary in accordance to whether the mother is mentally healthy or has a mental illness. Studies that focused on general mental health did not account for the distinction between the terms mental health and mental illness (e.g., Zeanah et al., 2006) . Although the two terms are used interchangeably, mental health refers to an overall state of mental well-being, whereas mental illness refers to a recognized and diagnosable disorder. In addition, due to the distinct needs of both the individual with mental illness and his or her family (Morris & Stuart, 2002; Nicholson et al., 2001) , perspectives of needs, the health visitor's role, and FFP may differ in accordance to whether the person is mentally healthy or has a mental illness.
While it is acknowledged that there is a high prevalence of PND (Bauer et al., 2014) , consideration should be given to examination of PND in isolation from other mental illnesses. For example, studies that explored PND provided limited information on the included mother's duration or stage of PND (Chew-Graham et al., 2009; Rollans et al., 2013) . By doing so, it is unclear whether they have accounted for the 30% of women who remain unwell beyond the 1st year of childbirth, and those at high risk of subsequent postnatal and nonpostnatal relapse (Cooper et al., 2009; Goodman, 2004) , limiting the replicability for further research. Similarly, by not considering other mental illnesses, studies have not accounted for the heightened risk of relapse for those with bipolar disorder and psychosis following childbirth, with those with bipolar disorder having a one in five risk of recurrence within the first few months of childbirth (Di Florio & Meltzer-Brody, 2015; MunkOlsen et al., 2009 ). In addition, viewing PND in isolation may imply that PND is distinct from depression. However, the postnatal period can be both a time when depression first presents or maybe a recurrence of preexisting depression, with both referred to as PND (Jones, 2012; Perfetti, Clark, & Fillmore, 2004) . This is further supported by confusion in the classification of psychiatric disorders during the postpartum period. The Diagnostic and Statistical Manual of Mental Disorders (DSM) and the International Classification of Diseases (ICD) state that PND and postnatal psychosis are not separate nosological entities but merely represent episodes of mood disorder triggered by childbirth (Di Florio & Meltzer-Brody, 2015; Jones, 2012) . When considering FFP, an exclusive focus on PND does not reflect the broad range of mental illnesses that affect both mothers and families. With evidence suggesting that while there is heightened risk associated with some types of mental illness following childbirth, the risk is more associated with onset, severity, and duration of the mental illness (Goodman & Gotlib, 1999; Mattejat & Remschmidt, 2008) . Recognizing the problematic distinction between preexisting mental illness and those with peripartum onset, it is advisable to be inclusive when considering a range of mental illness.
A final finding of this review suggests that while all studies considered the importance of holistic care, few studies included an explicit definition. Although all the studies discussed FFP at some level, rating the studies against FFP activities would suggest that the studies explored lower levels of FFP (e.g., discussing family issues with mothers on their own). While the studies in this review may suggest that current health visiting is less family focused, the lack of consistency and continuity of a definition, limits the conclusions that can be drawn. The lack of conceptual clarity of FFP is further evidenced by the inconsistent terminology employed within the studies, with only one of the studies employing the term family-focused practice (Moy et al., 2007) . Foster and colleagues (2016) similarly report this problem within the mental health literature highlighting the lack of a consistent definition. In addition, the family nursing literature highlights the confusion that surrounds the concepts of family-focused and family-centered care (Coyne, 1996; Cummings, 2002) , with some countries appearing slower to adopt the principals of FFP and family nursing. An agreed on definition is necessary to provide clarity to future research endeavors.
Limitations
Although all reviewers were consistent in their application of the inclusion criteria for FFP during screening, the term family-focused practice does not have a standardized definition and is used interchangeably with other terms. We addressed this limitation by using theoretical frameworks of FFP and scoping the literature, which provided common principles and activities to which we could develop inclusion criteria. The activities in Table 1 are based on theoretical frameworks and existing literature (Foster et al., 2016; Hogg, 2013; Morris et al., 2008) . As no resources were available for translation, only papers published in English were accepted in the review. It is, therefore, possible that some of the international literature on home visiting and FFP with mothers who have a mental illness may have been missed. This could also explain the over-representation of studies from higher income countries.
Recommendations and Conclusion
This review has highlighted the need for further studies to explore FFP in health visiting, eliciting a standardized definition of FFP. The majority of studies included in this review focused on either health professionals or mothers' perceptions of FFP, while there was a lack of the partners' perspective. Further research should adopt a multiperspective approach to FFP in health visiting, which examines the perspectives of health visitors, mothers, and partners within one study. Further research should explore health visitors' FFP with both mothers who have postnatal mental illness and preexisting mental illness. Greater collaboration in research is needed to embed research about health visiting within wider disciplines of research to strengthen it academically and enable a deeper understanding of the contribution and context in which health visitor's FFP takes place.
Health visitors working with mothers with mental illness should consider the family as a whole, not just as a support for the mother but as service users in their own right. Health visitors should offer flexible services, emphasizing the relationship between professional and family and actively listening to the concerns of all family members. Although the studies in this review mostly considered PND, health visitors should be aware that this is not the only mental illness to affect women in the postnatal period; those with preexisting mental illness are also at risk. Health visitors working with families affected by maternal mental illness should undertake more training to expand their knowledge and skills when working with a range of mental illnesses. While family-focused care has been widely endorsed at a policy level (IFNA, 2015 (IFNA, , 2017 , questions still remain as to how these initiatives can be successfully implemented into everyday practice (Bell, 2013) . Barriers such as limited resources, increased caseloads, and risk-adverse practice should be addressed, to facilitate health visitors to engage in more sophisticated levels of FFP.
This article has presented the findings of a systematic review of the literature on health visitors' FFP with families affected by maternal mental illness and substance misuse. Above all, health visitors, families, and mothers with mental illness experience many challenges in relation to FFP, despite the fact it is both desirable and beneficial. While barriers to FFP have been identified, there is little known about what facilitates and enables FFP in health visiting. Maternal mental illness is a major worldwide public health issue, affecting many children and families. Despite the challenges faced by health visitors in delivering FFP, it has been shown to be beneficial, having short-and longterm successful outcomes. However, stretched resources and limited specialized training have added to the burden on existing services. This increasing burden calls into question the ability of health visitors to engage in meaningful FFP. Thus, there is a need for a deeper understanding of how FFP can be effectively practiced in health visiting, in the context of these challenges.
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